Objective To compare Hispanic and non-Hispanic White mothers and fathers of children with spina bifida on measures of individual adjustment, parental functioning, and perceived social support. Method Mothers (29 Hispanic, 79 non-Hispanic White) and fathers (26 Hispanic, 68 non-Hispanic White) completed questionnaires regarding psychological distress, parental functioning, and perceived social support. Results Mothers and fathers reported similar individual adjustment across groups. Hispanic mothers reported lower levels of parenting satisfaction, competence as a parent, and social support, as well as higher perceptions of child vulnerability. Hispanic fathers reported lower levels of parenting satisfaction and higher perceptions of child vulnerability. Effect sizes were reduced when socioeconomic status was included as a covariate. Conclusions Hispanic parents, particularly mothers, are at risk for lower feelings of satisfaction and competence as parents. More research is needed to understand cultural factors related to these differences.
Introduction
Spina bifida is a congenital birth defect involving the central nervous system that is associated with a broad range of challenges and responsibilities for children and parents. It is caused by an incomplete closing of the spinal cord in early gestation and occurs in approximately 3 out of every 10,000 live births (National Birth Defects Prevention Network, 2010) . Spina bifida can result in impaired mobility, neurological deficits, frequent surgeries, and bowel and urinary difficulties. Parents of youth with spina bifida are at risk for increased levels of stress and psychological symptoms, reduced social support, and an intrusive parenting style (Holmbeck et al., 1997; Holmbeck, Coakley, Hommeyer, Shapera, & Westhoven, 2002; Sawin et al., 2003; Vermaes, Gerris, & Janssens, 2007) . However, little attention has been paid to parental adaptation to spina bifida across different cultural populations (Holmbeck & Devine, 2010) . Parents may adjust to their children's chronic health problems in different ways due to cultural factors such as religion, language, and relationships with providers, family, friends, and community members (Smith, Freeman, Neville-Jan, Mizokawa, & Adams, 2010) . The present study addressed this gap in the literature by examining differences in individual adjustment, parental functioning, and perceived social support between Hispanic 1 and non-Hispanic White parents of children with spina bifida. Meta-analyses have shown that spina bifida has a medium to large effect on parental functioning, with the largest effect on mothers (Vermaes, Janssens, Bosman, & Gerris, 2005) . Parents have reported more psychosocial stress and lower parental satisfaction than parents of typically developing children (Holmbeck et al., 1997) . While both parents are affected by their child's spina bifida, mothers and fathers adapt to the challenges differently. For example, mothers of children with spina bifida (but not fathers) have reported lower perceived competence, greater social isolation, and less adaptability to change compared with mothers of typically developing youth, while fathers of children with spina bifida (but not mothers) have reported more severe psychological symptoms compared with fathers of typically developing youth (Holmbeck et al., 1997) . Thus, it is critical to examine mothers' and fathers' functioning separately.
Parents of youth with chronic health problems such as spina bifida face unique challenges, including the management of the child's medical regimen, stress related to the child's health status, and uncertainty regarding the child's current and future independence (Mullins et al., 2007) . The impact of these obstacles on parent functioning is important to understand, as family functioning directly contributes to outcomes of the child with the condition (Davidson & Cardemil, 2009; Hsin, La Greca, Valenzuela, Moine, & Delamater, 2010) . Parents' adjustment and functioning can be conceptualized using Bronfenbrenner's (1979) social-ecological model. Typically, the child is placed in the center of the model, with concentric circles representing influential systems (e.g., family, peer, school, community, and culture) drawn outward from most immediate to more distal levels of influence (Kazak, Rourke, & Navasaria, 2009) . According to the social-ecological model, child adjustment is directly influenced by parental adjustment and indirectly influenced by multiple factors that affect parental adjustment and parenting behaviors. Here, we focus on three aspects of functioning: parents' individual adjustment, parental functioning, and parents' perceived social support. We define parents' individual adjustment as their psychological adjustment and parental functioning as their parenting-specific functioning.
Although parents' functioning in families of children with spina bifida has previously been studied, little is known about the specific impact the disability has on families from various cultural backgrounds. It is especially important to focus on Hispanic families because prevalence rates of spina bifida are the highest for Hispanic families (Boulet et al., 2008; Williams, Rasmussen, Flores, Kirby, & Edmonds, 2005) . Furthermore, Hispanic families are also the fastest growing ethnic group in the United States (U.S. Census Bureau, 2011) . Despite high prevalence rates and a growing population, Hispanic families of youth with spina bifida remain largely unstudied. One study of neuropsychological functioning found that Hispanic children with low socioecomonic status (SES) had lower verbal IQ (Swartwout, Garnaat, Myszka, Fletcher, & Dennis, 2010) , suggesting an increased risk for poorer outcomes in this group. However, that study did not examine psychosocial functioning. Moreover, Spanish-speaking Hispanic families have reported greater unmet needs related to their children's health conditions than non-Hispanic White families, suggesting that Spanish-speaking parents may be particularly affected by their children's condition (Inkelas, Raghavan, Larson, Kuo, & Ortega, 2007) . Language barriers can adversely affect access to care, quality of care, health outcomes, and perceived social support for Spanish-speaking families (Bailey et al., 1999; MunetVilaró, 2004; Timmins, 2002) . We sought to compare the functioning of Hispanic parents and non-Hispanic White parents of youth with spina bifida to better understand parental adjustment in this under-studied ethnic group.
In terms of parents' individual adjustment, parents of youth with chronic health conditions such as spina bifida tend to experience significant stress and internalizing symptoms (Vermaes et al., 2007) . Similar findings have been documented in Hispanic populations, with Hispanic parents of children with chronic conditions reporting lower morale, more depressive symptoms, and higher rates of clinical depression than non-Hispanic parents (Blacher & McIntyre, 2006; Blacher, Lopez, Shaprio, & Fusco, 1997) . Some researchers have suggested that Hispanic parents may view the child's disability as a reflection of their own personal failings, resulting in feelings of guilt, hopelessness, and anxiety (Mardiros, 1989) .
Additionally, spina bifida affects specific aspects of parental functioning, including parental satisfaction, intrusiveness, and perceived vulnerability of the child with the health concern. Satisfaction with parenting experiences and abilities is lower among parents of children with spina bifida than among parents of typically developing youth (Holmbeck et al., 1997) . Parents of children with chronic conditions can be intrusive at times, providing their children with more structure and fewer opportunities to develop independence skills (Holmbeck et al., 2002; Sawin et al., 2003; Vermaes et al., 2007) . This wellintentioned support often fails and has been coined ''miscarried helping'' (Anderson & Coyne, 1991) . Excessive helping may be due to perceptions that children with chronic conditions are more susceptible to harm (Mullins et al., 2007) . Most of the research to date has been limited to English speaking, non-Hispanic White families. Some qualitative work suggests that Hispanic parents of children with developmental disabilities emphasize the role of family and a sheltered home-based life, as opposed to independence, during the transition from childhood to young adulthood (Rueda, Monzo, Shapiro, Gomez, & Blacher, 2005) . More research is needed to identify parental functioning concerns that are unique to Hispanic families.
Regardless of ethnicity, a large social support network of family and friends is associated with better parental adjustment to a child's chronic health issues (e.g., Barakat & Linney, 1992; Vermaes et al., 2005) . Some research suggests that Hispanic families have larger, denser networks of social support than Anglo American families (Schaffner & Wagner, 1996) .
This study aimed to evaluate differences in individual adjustment, parental functioning, and perceived social support between Hispanic and non-Hispanic White mothers and fathers of children with spina bifida. We hypothesized that Hispanic mothers and fathers would report more psychological distress, lower parenting satisfaction, lower perceived competence, greater social isolation, greater perceived vulnerability of their child with spina bifida, more protectiveness over their child, and more support from family but not friends compared with non-Hispanic White parents. We did not anticipate any group differences in role restriction.
Methods Participants
Participants were part of a larger longitudinal study examining family, psychosocial, and neurocognitive functioning among children with spina bifida (Devine, Holmbeck, Gayes, & Purnell, 2011) . Families of children with spina bifida were recruited from four hospitals and a statewide spina bifida association in the Midwest. Inclusion criteria consisted of: (a) diagnosis of spina bifida (types included myelomeningocele, lipomeningocele, and myelocystocele); (b) age 8-15 years; (c) ability to speak and read English or Spanish; (d) involvement of at least one primary caregiver; and (e) residence within 300 miles of lab to allow for home visits for data collection. During recruitment, 246 families were approached. Of the original 246 families, 163 agreed to participate; however, 21 of those families could not be contacted or later declined, and 2 families did not actually meet inclusion criteria. The final sample of participants included 140 families of children with spina bifida (53.6% female; M age ¼ 11.40). Of these 140 children, 53.3% were Caucasian, 27.9% were Hispanic, 12.9% were African American, and 5.7% were of another ethnicity. We oversampled Hispanic families to better study this population of children with spina bifida. The families who declined participation did not differ from those who accepted participation with respect to type of spina bifida (myelomeningocele vs. other), w 2 (1) ¼ 0.0002, ns, shunt status, w 2 (1) ¼ 0.003, ns, or occurrence of shunt infections, w 2 (1) ¼ 1.08, ns.
Of the 140 families, we limited our analyses to parents who reported ethnicity of Hispanic or non-Hispanic White. Of the 108 mothers included, 29 (26.9%) were Hispanic and 79 (73.1%) were non-Hispanic White. Of the 94 fathers included, 26 (27.7%) were Hispanic and 68 (72.3%) were non-Hispanic White. Parent and child demographic information is presented in Table I . There were no significant differences between Hispanic and non-Hispanic families across most domains, with the exceptions of family SES, t(101) ¼ 7.29, p < .001, and child IQ, t(97) ¼ 3.99, p < .001. Hispanic children had lower family SES and IQ scores, similar to previous studies (Swartwout et al., 2010) . Within the Hispanic sample, 16 mothers (55.1%) and 15 fathers (57.7%) were born in Mexico, 6 mothers (20.7%) and 6 fathers (23.1%) were born in the United States, 3 mothers (10.3%) and 1 father (3.8%) were born in Ecuador, 1 mother (3.5%) and 1 father (3.8%) were born in Uruguay, 1 mother (3.5%) was born in Ireland, and 2 mothers (6.9%) and 2 fathers (7.7%) did not report their country of birth. Thirty-two families (22.9% of our total sample) reported that the primary language spoken at home was Spanish.
Procedure
This study was approved by university and hospital Institutional Review Boards. Data were collected by trained undergraduate and graduate student research assistants during two home visits that each lasted approximately three hours. For visits where families primarily spoke Spanish in the home, at least one RA was bilingual. Informed consent from parents and assent from children were obtained prior to the start of the first visit. Parents completed releases of information to allow for data collection from medical charts, teachers, and health professionals.
The larger study involved child, parent, teacher, health professional, and peer questionnaires, child neuropsychological testing, videotaped family interaction tasks, and videotaped peer interaction tasks. Questionnaires available only in English were adapted for Spanish speakers using forward and back translation by a translation team (the same team as in Swartwout et al., 2010) . For this study, only parent-completed questionnaire data were employed. Families received monetary compensation ($150) and gifts (t-shirts and pens) for participation.
Individual Measures
Demographics Parents of children with spina bifida completed a questionnaire assessing a variety of demographic factors, including relationship to child, marital status, ethnicity, education, employment status, income, child age, and child ethnicity. The Hollingshead Four Factor Index of socioeconomic status was used to assess SES based on parents' education and occupation (Hollingshead, 1975) . Higher scores indicated higher SES.
Individual Parental Adjustment
The Symptom Checklist-Revised (SCL-90-R; Derogatis, Rickels, & Rock, 1976 ) was used to assess psychological symptoms in parents. Parents rated each item on a 4-point scale ranging from 0 (not at all distressed) to 4 (extremely distressed) for symptoms experienced over the past week. The SCL-90-R comprised nine symptom subscales and three overall indices. The Global Severity Index (GSI) is calculated as the average severity response across all items. The GSI demonstrated high levels of internal consistency for this sample (Cronbach's a ¼ .98 for Hispanic mothers, .95 for Hispanic fathers, .97 for non-Hispanic mothers, and .95 for non-Hispanic fathers).
Parental Functioning Measures
Parental Satisfaction Parents completed the 12-item Parenting Satisfaction scale (PS; Hill, Holmbeck, Marlow, Green, and Lynch, 1985; Holmbeck et al., 1997) assessing how parents feel about parenthood (e.g., how satisfying being a parent is). The PS demonstrated adequate internal consistency for Hispanic mothers (a ¼ .61) and fathers (a ¼ .72) and for non-Hispanic mothers (a ¼ .78) and fathers (a ¼ .66).
Parenting Stress
The Parenting Stress Index (PSI; Abidin, 1990 ) was used as a measure of parenting stress. This study used three subscales: restriction of role, perceived parental competence, and social isolation. The validity of using single subscales has been demonstrated (Abidin, 1990 ). Cronbach's a coefficients were adequate to good for all subscales (range ¼ .60 to .86), with the exception of the perceived parental competence subscale for Hispanic fathers (a ¼ .41). Given the low internal consistency for Hispanic fathers, we interpreted results using this subscale cautiously.
Perceived Child Vulnerability
The 16-item Vulnerable Child Scale-Parent report (VCS-P; Perrin, West, & Culley, 1989 ) was used to assess parents' concerns about their children's health. The present study employed a 15-item version of this measure (the item ''I sometimes worry that my child will die'' was dropped due to its negative nature and the possibility of interfering with rapport). This measure demonstrated high internal consistency among Hispanic mothers (a ¼ .84) and fathers (a ¼ .87) and non-Hispanic mothers (a ¼ .76) and fathers (a ¼ .81). It was scored so that higher scores indicate greater perceptions of vulnerability.
Parental Protectiveness
The Parent Protection Scale (PPS; Thomasgard, Metz, Edelbrock, & Shonkoff, 1995 ) is a 25-item scale that assesses parenting behavior across the subscales of supervision, dependence, separation problems, and control. The total PPS score was used. The PPS demonstrated adequate internal consistency for Hispanic mothers (a ¼ .63) and fathers (a ¼ .76) and non-Hispanic mothers (a ¼ .76) and fathers (a ¼ .77). 
Child Measures

Child Intelligence
The Wechsler Abbreviated Scale of Intelligence (WASI; Wechsler, 1999 ) is a well-validated measure of child intelligence, with a normative mean of 100 and standard deviation of 15. The vocabulary and matrix reasoning subtests were administered, and an estimated full scale IQ (FSIQ) was computed.
Medical Information
Information regarding the type of spina bifida, lesion level, hydrocephalus status, and other medical data were abstracted from medical records. Parents also completed questionnaires regarding their child's health status.
Data Analysis
Analyses were conducted separately for mothers and fathers. Group differences (Hispanic vs. non-Hispanic White) were assessed via univariate analysis of covariance (ANCOVA) for parents' individual adjustment and two multivariate analyses of covariance (MANCOVAs) with univariate follow-up analyses for parental functioning (six dependent variables-parenting satisfaction, role restriction, sense of competence as a parent, social isolation, perceived child vulnerability, and parental protectiveness) and perceived social support (two dependent variables-family support and friend support). Child age and estimated FSIQ were used as covariates in all analyses. The pre-existing SES differences between our Hispanic and non-Hispanic White families are meaningful, as SES and ethnicity are intertwined (Heller, Markwardt, Rowitz, & Farber, 1994) . Removing the variance in outcomes due to SES would also remove shared variance in the group variable (Hispanic vs. non-Hispanic White) that is associated with the dependent variables (Miller & Chapman, 2001) ; in other words, such covariate analyses can distort the nature of the group variable. Therefore, we present the analyses with and without SES included as a covariate. The inclusion of SES as a covariate attempts to answer the question of whether group differences would exist if the two groups were not different in SES, though the meaningfulness of this question could be debated (Miller & Chapman, 2001) . Effect sizes are presented as Cohen's d, with correction for unequal sample sizes (Rosnow, Rosenthal, & Rubin, 2000 ). Cohen's d is interpreted as .2 indicating a small effect, .5 a medium effect, and .8 a large effect (Cohen, 1992) .
Results
Individual Adjustment
Unadjusted means and standard deviations are presented by group for mothers in Table II and for fathers in Table III 
Parental Functioning
Again, unadjusted means and standard deviations for mothers and fathers are presented in Tables II and III, 
Perceived Social Support
For mothers, there was a main effect for group in the multivariate analysis of perceived social support when SES was not included as a covariate, F(2, 91) ¼ 5.17, p < .01, but not when SES was included, F(2, 90) ¼ 0.93, p > .05 (see Table II Table III ).
Discussion
In this study, we documented a number of differences in parental functioning between Hispanic and non-Hispanic White mothers and fathers of children with spina bifida. In line with our hypotheses, Hispanic mothers and fathers reported lower levels of parental satisfaction and greater perceptions of child vulnerability (though the latter finding did not hold for fathers when SES was included as a covariate). Hispanic mothers also reported a lower sense of competence as parents. Contrary to our hypotheses, we did not find any significant differences in individual adjustment or parental protectiveness between Hispanic and non-Hispanic White parents. Further, we found that Hispanic mothers reported lower levels of perceived social support from both family and friends (when SES was not included as a covariate), while no differences in perceived social support were found among fathers. Interestingly, about half of the differences found between groups were robust when SES was included as a covariate, and the other half were greatly reduced. Specifically, regardless of the inclusion of SES, Hispanic mothers reported lower perceptions of competence as a parent and higher perceptions of their child's vulnerability, while Hispanic fathers reported lower levels of parenting satisfaction. Mothers' higher sense of child vulnerability and lower sense of self-competence fit with the idea that some Hispanic parents view their child's disability as a reflection of their own failings (Mardiros, 1989) . Alternatively, parents who perceive their child to be highly vulnerable may engage in increased supervision of the child and take greater responsibility for the child's daily activities, leading to increased caregiver burden and reduced feelings of satisfaction and competence as a parent.
Previous work comparing mothers and fathers of youth with spina bifida to parents of typically developing youth found robust group differences on the parenting variables and varying patterns of differences for mothers and fathers (Holmbeck et al., 1997) . Our results showed a similar pattern, with the most robust differences between Hispanic and non-Hispanic White families found on parenting variables and different patterns of results for mothers and fathers. Together with previous work, these results suggest that Hispanic parents, especially mothers, may be at risk for lower perceived competence as a parent, which could negatively impact individual and familial functioning. Moreover, since low SES has been associated with increased risk for psychosocial problems, poorer family functioning, and less adaptive coping strategies (Barakat & Linney, 1995; Holmbeck et al., 2002) , there appears to be a cumulative effect in low SES, ethnic minority families. These analyses showed that removing variance associated with SES reduced the effect size of group, but for many of the parenting variables, the effect was robust regardless. Since ethnicity and SES were confounded in our sample, interpreting the effect without SES as a covariate gives a more realistic picture of the differences between groups, such that we cannot disentangle the influence of SES and ethnicity (Miller & Chapman, 2001 ). Further, these group differences are only a starting point; more research is needed to understand what cultural factors influence parenting variables in Hispanic families.
Clinically, our results suggest that Hispanic mothers, in particular, may feel incompetent and worry about the vulnerability of their children. These issues may have implications for teaching independence skills to children with spina bifida. Clinicians working with families need to be sensitive to relevant cultural issues, such as parents' wishes for independence, as some Hispanic families may emphasize independence skills within the context of living with the family rather than living independently (Rueda et al., 2005; Smith et al., 2010) . Acculturation needs to be considered, as children who are more acculturated than their parents may have increased conflict regarding autonomy. Research on culturally sensitive family-based interventions has shown the potential for increased retention but also some reduced positive outcomes (Kumpfer et al., 2002) . Particularly for families from low SES backgrounds, increasing access to evidence-based treatments in their spoken language is an important first step. Our results also suggest that Hispanic mothers from low SES backgrounds are at risk for reduced social support, consistent with previous reports of Hispanic families with higher SES having more available social support (Griffith & Villavicencio, 1985) . Connecting Hispanic families from low SES backgrounds with general or spina bifida-specific community-based organizations may help provide greater social support. We recommend increased outreach efforts by community-based organizations such as the Spina Bifida Association to provide parenting resources and support to these families. Finally, our results suggest that Hispanic fathers have lower parenting satisfaction, signifying a need for further communication with fathers regarding their parenting needs. Although past research showed large divides in the responsibility of care for children with chronic health conditions, fathers are increasingly involved in routine care of the child even if unable to participate in appointments that conflict with their work schedules. Clinicians may need to use alternative methods for communicating with fathers, such as phone calls or emails. Further, since fathers tend to rely on their partners for support (Saloviita, Italinna, & Leinonen, 2003) , interventions targeting mother-father dyads may be useful.
Although our study had several strengths, including our focus on Hispanic families and inclusion of fathers, there were also several limitations. Despite over-enrollment of Hispanic families, our sample size was still relatively small. We also recognize that although our analyses assume the Hispanic group to be homogeneous, wide differences exist among individuals within the group in terms of country of origin, cultural practices, and acculturation. More than half of our Hispanic group was MexicanAmerican, consistent with population trends, and results may be more representative of that group. Finally, the perceived competence subscale from the PSI demonstrated poor internal consistency in our sample of Hispanic fathers, suggesting that the measure was not capturing one construct as intended. Although most Hispanic fathers answered enough questions to score the Perceived Social Support Scale-Friends, the large number of missing responses precluded our ability to conduct a reliability analysis on this scale. This may suggest that something in this measure was not adequately culturally adapted for Hispanic fathers. These issues highlight the need to evaluate the validity of measures in this population.
Further research is needed to understand why parental functioning differs between Hispanic and non-Hispanic White families. Multisite studies and data-pooling from various studies can help increase sample sizes. Larger sample sizes may allow researchers to tease out the effects of SES. Recruiting a large number of Hispanic families would also allow for examination of SES within one cultural sample. Additionally, including a comparison group of Hispanic families with typically developing youth may help clarify the relationships between ethnicity, SES, spina bifida, and parental functioning. To understand differences among Hispanic families, we need to expand our assessments to include acculturation and relevant cultural factors. Qualitative work may be helpful in identifying constructs that are important to Hispanic parents' competence and satisfaction. We also need to expand our assessments, focusing on strengths in addition to potential problems.
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